Response
We appreciate the interest of Dr Dziewas and colleagues in our article describing the implications of nosocomial pneumonia after acute stroke for neurological intensive care medicine. In general, we agree with their objections but we wish to add 2 comments:
(1) The authors correctly stated that a decreased level of consciousness was identified as an important risk factor for pneumonia development in stroke patients. The results of our study provided comparable evidence, since significantly decreased Glasgow Coma Scale values within the first 3 days of NICU treatment were obtained in subjects with pneumonia compared with nondiseased subjects. From statistical reasons, we did not include metric Glasgow Coma Scale (as well as NIHSS and APACHE II) values in the multivariate regression analysis in order to avoid an excessive number of independent a priori variables. Otherwise our sample size of 124 patients and 26 subjects with pneumonia would not have been large enough to override problems with multiple comparisons, because it was suggested that the number of events should be at least 10 times the number of potential prognostic factors investigated. 1 (2) We are also aware of the ongoing controversy about risks and benefits of tube feeding in stroke patients with dysphagia. We agree with Dziewas et al that further data are needed to overcome this problem, but we believe that our observational data are not capable to provide helpful information on this topic. In our NICU, nearly all dysphagic patients are transiently treated with a nasogastric tube (NGT) so that only insufficient data are available on pneumonia incidence in dysphagic stroke patients without a NGT. To decide on the NGTassociated risk for pneumonia, a prospective interventional study randomized in stroke patients with and without this hypothetical risk factor should be performed.
